shortage of occupational health care providers who are qualified and who enjoy treating work related injury and illness within a prevention based framework. Two California universities are state and federally funded to educate NPs in the specialty field of occupational health nursing. Yet there are current legislative barriers that unnecessarily restrict the role of NPs beyond the current scope of practice and safeguards provided for by the Nursing Practice Act in the California Business and Professions Code. The California practice environment for NPs in occupational health, which had been fairly stable although invisible for many years, is becoming more visible but restricted.
This study was undertaken to describe the current practice environment of certified occupational health nurse specialist nurse practitioners (COHN-SINPs) who diagnose and treat in the California WC system. Community standards of practice in the administrative aspects of WC care are discussed. Barriers to the full use of NPs in the WC system are identified, and policy implications outlined.
A comprehen sive literature review was conducted for this survey. Some of the literature documents the positive contribution s of NPs within the occupational health field (American Association of Occupational Health Nurses [AAOHN], 1999; Childre, 1995; Devlin, 1995; Dowrick, 1993) . Opportunities for NPs to deliver primary care in worksites have also been described (Burgel, 1996; Ferguson, 1996; Grimes, 1997; Zentner, 1995) . Other articles describe the added value of NPs in disability management and case management (Atkinson, 1999; Gliniecki, 1995; Howe, 1996; Martin, 1995) . No articles were found specific to the NP role in the diagnosis and treatment of work related injury within the WC system, with associated regulatory and policy issues. Lack of data about NP work force demographics and NP outcomes of care within the WC system has hampered the ability of the occupational health nursing community to positively influence policy makers in the inclusion of NPs as qualified WC providers.
More than 7,000 NPs are licensed to practice in California. However, it is unknown how many specialize in the field of occupational health. It is also unknown how many of the approximately 1,000 members of the California State Association of Occupational Health Nurses (CSAOHN) are NPs. Likewise, the number of California Coalition of Nurse Practitioners members who specialize in occupational health is unknown. In addition, it is not known how many NPs are employed by employers to provide onsite occupational health care.
The California Workers' Compensation Institute does not have any data related to NPs onsite, nor does the San Francisco Chamber of Commerce. What is known is that in 2000 the American Board for Occupational Health Nurses, Inc. (ABOHN) reported 411 certified occupational health nurse specialists in California, 51 of whom identified "nurse practitioner" as their primary job title. However, this title does not include NPs who practice in blended roles, and who may identify their primary job titles as manager, professor, or consultant.
California funded two Centers for Occupational and Environmental Health in 1979, which are also recognized as Educational Research Centers (ERCs) by the National Institute for Occupational Safety and Health (NIOSH). These ERCs include two funded graduate occupational health nursing programs, located at the University of California San Francisco (UCSF) and the University of California Los Angeles (UCLA) Schools of Nursing. Both of these specialty occupational health programs include NP role preparation.
Since 1981, UCSF has graduated close to 200 NP graduates with occupation al health specialty preparation , with the majority practicing in the field. It is unclear how many of these graduates have achieved certification in occupational health nursing through ABOHN. The UCSF has a specific interest in maintaining and enhancing a positive NP practice environment in the California WC system. It is the educational mission of UCSF to prepare occupational health and safety professionals to maintain the health of the Californi a work force. Surveys such as this are needed to describe the state of NP practice in WC JUNE 2002, VOL. 50, NO.6 Injured workers need fullaccess to nurse practitioners (NPs) not only for personal health care, but for care within the workers' compensation (WC) system. Administrative and regulatory barriers in the workers' compensation system need concerted political action, so that nursing practice is notunnecessarily restricted. To practice safely, California NPs must have standardized procedu res in place to cover the overlapping clinical and administrative functions inthe California WC system. Acritical need exists for outcomes research and program evaluation which document the process and outcomes of care and the associated value of occupational health nurses and NPs in the workers' compensation system. Occupational health nurses need to market and disseminate these findings to policymakers, carriers, unions, and attorneys.
care, as an initial first step in studying outcomes of NP care in the WC system.
The California Labor Code, Section 3209.3 outlines who is a physician in the WC system. This definition includ es medical doctors, doctors of osteopathy, optometrists, psychologists, podiatrists, dentists, and chiropractors. Certification of both temporary and permanent disability in the WC system, including various reporting requirements, is tied to this definition of physician. In Section 9785(d) in Title 8 of the California Code of Regulation, the primary treating physician (PTP) is to render all medical decisions necessary to determine the employee's eligibility for compensation.
The NPs and physician assistants (PAs) are not listed as physicians in the Labor Code, therefore resulting in a gradually more restrictive practice environment. This has culminated in two recent California WC Administrative Director opinions : Martin v. Los Angeles Unified School District (1999) and Green-MacKey v Hill's Pet Nutrition (1999) . In the Martin decision, the Administrative Director ruled that the PTP "bore the duty to personally examine, evaluate and report" on the injured worker. Requiring that the PTP "personally examine..." is a major restriction of NP and PA practice in California.
During the 1980s, the California regulatory environment was viewed primarily as nonrestrictive for NP practice in the California WC system. Most NPs completed the DFR and signed their name in addition to the name of the consulting physician, without maj or questions from insurance carriers or attorneys. However, in the early 1990s, the California legislature began several rounds of WC reform, aimed at increasing benefits to inj ured workers, reducing premiums for employers, and reducing fraud within the system. The role of the PTP in the WC system was also enlarged in 1994, not only to control costs of excessive medical-legal evaluations, but also to keep permanent impairment decisions with the provider, who had an ongoing relationship with the injured worker. The components of a treatment plan were also refined in 1994, clearly designating the responsibility of the treatment plan to the PTP.
Prior to the WC reform period, intermittent queries to the Division of Industrial Relations to clarify scope of NP practice resulted in the following statements: • NPs were not physicians in the Labor Code; therefore NPs were not legally required to complete a DFR if they diagnosed a work related disorder. • NPs could medically treat in the WC system, as authorized by their scope of practice in the California Business and Professions Code.
However, the certification of disability and associated reporting was the responsibility of the physician, as defined by Labor Code section 3209.3.
The NPs maintained that they could do these administrative functions as agents of the physician and as determined by standardized procedures. Standardized procedures are the legal mechanism in California for NPs to practice overlapping functions with physicians. The physical presence of a physician has never been required for NP practice. Likewise, NPs maintained that the completion of the DFR was required to initiate WC benefits, and that failure to do so was detrimental to injured workers, and lead to underreporting of work related injury and illness. An NP signature on the DFR was also required to avoid assertions of fraud.
In 1993, a legal interpretation obtained through a large California computer company acknowledged that NPs could deliver medical care within the WC system, within their scope of practice. However, less clear was the NP role in performing reporting and other administrative functions. In early 1994, a decision was made to attach a rider to an insurance bill, with the support of the California Manufacturers Association, to add NPs to the list of "physicians" in the Labor Code, excluding NP participation in the permanent disability process. The California Medical Association lobbied heavily against this effort, and this bill did not pass the Insurance Committee.
Despite this failed attempt in 1994, community practice continued to be that NPs clinically evaluated injured workers at the initial and subsequent visits, and outlined and modified the treatment plan independently, consulting with a physician only when medically necessary. The NPs completed the DFR, and either signed their own names, or submitted the form with two signatures (NP and physician). However, because of the enlargement of the PTP role in determining the treatment plan, one large HMO has required the physical presence of a physician at the initial evaluation of the injured worker, with an original signature. This is one example of a practice restriction that led to the 1997-1998 legislative effort, sponsored by the California State Association of Occupational Health Nursing (CSAOHN).
The CSAOHN introduced bill SB 1940 in the 1997-1998 legislative session to clarify these "gray" zones 264 of NP practice in the California WC system, specifically addressing the administrative issues of completing and signing a DFR, determining work restrictions, and determining temporary disability. Despite this language having the support of the California Medical Association, other physician and insurance groups did not support the original language, and the original language was edited from the bill. The revised bill, adopted in January 1, 1999, includes NPs in the Labor Code, specifically noting the ability to obtain reimbursement in the Official Medical Fee Schedule (Labor Code Section 5307.1). Although this new language did not clarify the administrative functions, it was seen as success because NPs were included in the Labor Code.
Simultaneously with the new law, there have been additional rule changes. These are the inclusion ofNPs in the Official Medical Fee Schedule to achieve 100% reimbursement with prior authorization for NP care obtained from the insurance carrier, and the requirement of the use of a modifier (-98) when bills are submitted for NP care, effective April 1, 1999.
With the above changes, and specifically in response to the two Administrative Director decisions in 1999, NP practice in WC care is being restricted. There continues to be a great deal of confusion. Currently, injured workers do not have full access to qualified occupational health providers working within their licensed scope of practice. The CSAOHN sponsored a new bill in the 2000 to 2001 legislative session (AB 1194) which clarifies the administrative functions of NPs in the California WC system. The chaptered text of this bill can be accessed at http://www. leginfo.ca.gov/pub/bilVasmlab_l 151-1200/ab_l 194_bill_ 20010904_chaptered.html. As of January 1,2002, NPs and PAs in California can cosign a DFR, which acknowledges the NP role in initial diagnosis and treatment of work related injury or illness. Up to 3 days of time off from work can be authorized by the NP or PA, if this is covered under the standardized procedure (Labor Code Section 3209.10). The bill also abrogated the Martin v. Los Angeles Unified School District Administrative Director decision (1999).
METHODOLOGY
In this descriptive study, data were gathered from an inclusive sample of COHN-SlNPs. Initially, the population was to include only the 51 certified occupational health nurse specialists who self identified as NPs in the ABOHN database. A pilot survey with cover letter was sent to this population in mid-November, 1999. The researcher then discovered that several certified NP graduates had not received the survey. It became apparent that there were more than 51 COHN-SlNPs in California, who titled themselves as manager, consultant, or professor, for example. The sample, therefore, was expanded to include all 411 certified occupational health nurse specialists in California, asking the self identified NPs who diagnose and treat within the California WC system to complete and return the survey.
The survey tool was developed with input from several occupational health nurse colleagues in the San Francisco Bay Area, and received two reviews with revisions prior to the pilot to insure face and content validity. The tool, 
Characteristics of Sample of Nurse Practitioners (NPs) Who Treat
Workers' Compensation Clients (N =32) tice, with 78% of the treating NPs prepared with a master's degree in nursing, and an additional 6.3% prepared at the master's level, but not in nursing (see Table I ). Of the 32 treating NPs, 50% completed their NP preparation between 1980 and 1989, and 41 % completed their NP preparation between 1990 and 1999 (see Table I ). Of those prepared at the master's level, 18 of the 32 (56.3%) had occupational health specialty training in their NP Limitations include the small sample size of respondents, and the difficulty in generalizing data to the larger WC-NP community. At the time of the survey, two Administrative Director opinions were gaining greater circulation within the insurance carrier community, and therefore may have confounded responses. Preliminary findings of the pilot data were presented to a small group of occupational health nurses in January 2000 at the CSAOHN "Government Relations Workshop" in Sacramento, CA. This may have influenced some survey respondents. During the 2000 to 200 I California legislative session, after survey data were collected, a bill to clarify the administrative functions of NPs in the WC system was introduced.
The specific aims of the survey were to: • Describe the COHN-S/NPs who are delivering care in the WC system (e.g., numbers, scope of care, educational preparation in occupational health, type of practice site). • Capture the creative ways COHN-S/NPs are performing the following administrative aspects of the WC system: managing the initial and final visits, signing the DFR, determining temporary disability, and determining permanent impairment.
• Determine the use of the new modifier (-98) for NP reimbursement in the California WC system, Official Medical Fee Schedule. • Identify current barriers to full use of COHN-S/NPs in the treatment of work related injury and illness in California.
RESULTS
Of the 162 respondents (37.4% return rate), 50 were prepared as NPs, with 32 of these working as treating NPs. Of the 32 treating NPs (19.8% of the respondents), approximately half held job titles other than NP (e.g., occupational health nurse, occupational health manager, case manager), demonstrating the blended roles held by many occupational health nurses. The primary place of employment for the majority of respondents was an occupational health clinic onsite servicing employees of the organization-52.5% of all respondents (n = 85) and 65.6% of treating NPs (n = 21) were employed onsite. Of note, of the 162 respondents who were all certified occupational health nurse specialists, 31% (n = 50) report their primary place of employment as a specialty setting (e.g., orthopedics).
Educational preparation of the respondents reflected the current diversity in occupational health nursing prac- program. Of the treating NPs, 65.6% were additionally nationally certified by the American Nurses Credentialing Center or the American Academy of Nurse Practitioners. Nearly 94% held a "furnishing license" to prescribe drugs and devices under standardized procedures in California (see Table I ).
For the initial client encounter (see Table 2 ), 59% of the treating NPs (n =19) saw the new client independently and only consulted with the treating physician if it was medically necessary. Sixteen percent of the treating NPs (n = 5) clinically evaluated clients. However, they had the treating physician come into the client room to consult and perform a clinical evaluation of the client as well, with sign off on the treatment plan. Of the treating NPs, 12.5% (n = 4) consulted at some time with the treating physician, but this physician mayor may not have met the client. Only one treating NP (3%) did not clinically evaluate initial injuries.
In California, when a diagnosis of work related injury or illness is made, a DFR is completed and sent to the insurance carrier within 5 days. This report, in addition to the employer report of injury, initiates the WC process for injured workers. Table 3 identifies the wide range of NP practice in completing the DFR. After the initial evaluation of the injured worker, 22% of treating NPs (n = 7) complete the DFR, list only the name of the physician on the DFR, and obtain an original signature from the physician. However, 19% of treating NPs (n = 6) complete the DFR, sign the NP name, and obtain a cosignature of the physician within 5 days. Sixteen percent of treating NPs sign only their name, and a physician name or signature does not appear on the DFR. Nine percent of treating NPs (n = 3) use other creative solutions, including obtaining the Table 4 Nurse Practitioner (NP) Practices with Temporary Disability Certification
Beyond 3 Days of lost Time (N =32)

Frequency Temporary Disability Certification by NP (Percent)
Standardized procedures allow NP to extend temporary disability as medically appropriate, without physician re-evaluation 12(37.5) Client is given another appointment to be clinically evaluated bythe treating physician 8 (25.0)
Nurse practitioner (NP) consults with the treating physician and extends the temporary disability 6 (18.8)
Standardized procedures allow NP to extend temporary disability up to a certain number of days, without the need for physician re-evaluation unless medically necessary 2 (6.3)
Client is referred to occupational health nurse because NP works in primary care setting 2 (6.3) Other 1 (3.1) Missing 1 (3.1) physician signature on the day of treatment, using a rubber stamp to reflect physician involvement in care, or not completing a DFR because NPs are not physicians as defined in the Labor Code. Presigned forms and actually "forging" the physician name on the DFR were not chosen as options by the treating NPs in this survey. In California, the first 3 days of time off from work are not paid as temporary disability under WC unless the injured worker is hospitalized. Therefore, temporary disability under WC usually begins on Day 4 of lost time. Nearly 38% of treating NPs (n = 12) reported ability, under standardized procedures, to extend temporary disability beyond 3 days without reappointing the client for evaluation by the physician (see Table 4 ). In contrast, 25% (n = 8) reported that injured workers were reappointed for physician evaluation if the client needed time off beyond 3 days. Nineteen percent (n = 6) reported consultation with a physician to extend the temporary disability beyond 3 days, but again consultation in California does not require the physical presence of a physician onsite.
In the event of case closure with no subjective or objectives signs of permanent disability and no need for future medical care, 37.5% of treating NPs (n = 12) reported they closed the case and wrote and signed the final report without the signature of the treating physician (see Table 5 ). Twenty-five percent of treating NPs (n =8) performed the clinical evaluation, closed the case, signed the NP name, and obtained the cosignature of the treating physician. Twenty-five percent of the treating NPs (n = 8) had the treating physician conduct the clinical evaluation for case closure of their clients, with the physician completing and signing the final report.
No treating NPs reported performing these evaluations for permanent disability evaluations. Seventy-five percent (n = 24) reported referring injured workers who are permanent and stationary with impairment to the treating physician to complete this evaluation (see Table 6 ).
To describe barriers to NP practice in the WC system, perceptions of success were measured related to how successful the treating NP was in the prior 3 months in authorizing temporary disability beyond 3 days, or for example, collaborating with claims adjusters. Table 7 reflects the degree of agreement with statements about the delivery of WC care in the prior 3 months, ranging from 1 to 5, from strongly disagree to strongly agree. Overall, treating NPs reported the most success in implementing work restrictions, working with primary treating physicians, and in working with claims adjusters (ranging from a mean of 4.00 to 4.23). Treating NPs reported neutral success (mean 3.09 to 3.21) working with applicant attorneys, labor representatives, and in gaining reimbursement for NP care.
Additional survey findings indicated that only 22% of treating NPs (n = 7) had standardized procedures in place that addressed the above WC administrative functions. Only 6.3% of treating NPs (n = 2) reported their clinics were using the NP modifier for reimbursement purposes, and 34.4% (n = 11) reported they "did not know." Forty-seven percent (n = 15) reported they were not using the NP modifier, most likely because they were self insured for WC and not submitting bills for delivery 
DISCUSSION
This survey is of a very small sample of COHN-S/NPs in California. The majority works in employer based onsite settings, and are prepared with a master's degree from a graduate NP program with occupational health specialization. The majority of this sample (65.6%) is dually certified as NPs by a national certification process. Despite efforts to include many more NPs who diagnose and treat in the California and Federal WC systems, this proved to be difficult in California. A more accurate NP database is needed to describe the impact of NP practice in the WC system. One key recommendation is for the Boards of Registered Nursing to routinely request information related to specialty preparation and practice sites with every NP license renewal. In addition, NPs who practice in the field of occupational health would benefit from membership in AAOHN, and certification in occupational health nursing through ABOHN.
These results demonstrate the diverse and creative ways NPs are managing care in the California WC system. As retlected in Table 2 , most of the participants (59.4%) were only consulting with new injuries if med-268 ically necessary. This is within the scope of nursing practice authorized by the California Business and Professions Code, trusting that each site has standardized procedures which cover the overlapping aspects of clinical care. The primary treating physician is involved in the care by being named in the standardized procedures, but is not personally clinically evaluating each new client unless medically necessary.
A slight variation of the initial visit consultation was reported by 12.5% of the participants who consulted on all new clients at some time. However, this also did not necessarily include a personal first visit clinical evaluation by the physician. Therefore, approximately 70% of the participants (n = 23) did not have their new clients with injuries personally evaluated by the consulting physician unless medically necessary.
The more conservative practice of having a personal evaluation by the physician with each new injury was reported by 15.6% (n = 5). This arrangement requires a physician to be onsite and nearby, and often consists of an introduction and a handshake, with an explanation to the injured worker of the team approach to care.
The most conservative practice, as reported by one respondent, is when the NP does not see initial injuries, and is only scheduled for follow up care. This is a restrictive practice arrangement, driven by the current legislative confusion and recent Administrative Director decisions. In California, outside of the occupational health arena, NPs consistently evaluate new clients in primary care, urgent care, and specialty settings, and consult when medically necessary. Prior to January I, 2002 in California occupational health care, it had been interpreted that clinically evaluating a new work related ankle injury, for example, was different from a nonwork related ankle injury, and needed a personal examination by a physician to outline a treatment plan, change a treatment plan, or certify temporary disability. This was a barrier to the full use of NPs in occupational health, and could have lead to underreporting of occupational illness and injury-specifically for those clients with health insurance who were being treated outside of the WC system.
The varied and creative responses to the administrative aspects of WC care are reflected in Tables 3 to 5 . This survey confirms that the majority of NPs are filing a DFR (75%, n = 24), and submitting them with various combinations of signatures. Of concern is the 22% (n = 7) who deliver the majority of the care, but their names or signatures are not on the DFR (see Table 3 ). This solo physician's signature does not reflect the involvement of an NP in the case, and contributes to NP invisibility within the WC system. This practice may have been driven, in part, by carriers refusing to reimburse for NP care for initial injury evaluation prior to January 2002.
In contrast, 15.6% of the sample (n = 5) reflects only the NP name on the DFR. This occurs most likely in settings where the employer is self insured for WC, and reflects an arrangement with the third party administrator. One area of future research is to evaluate whether employees covered under self insurance plans have different health and cost outcomes when compared to traditional insurance carrier programs of care, assuming greater access to onsite occupational health nurse and NP care under programs of self insurance. Table 4 reflects a varied response to certifying disability beyond 3 days. Nearly 38% (n = 12) of the participants certified disability as authorized by their standardized procedures, which is the most progressive option listed in the survey tool. In settings where physicians are onsite and physically present, 18.8% of the participants (n = 6) consult and extend the temporary disability. However, 25% of the participants actually reappointed injured workers for physician visits when the workers needed more time off beyond 3 days (n =8). This practice is conducted to comply with current California Labor Code provisions and requires an additional physician visit, associated with the additional costs of the visit and time and transportation for the injured worker. Research is needed to evaluate and support the decision making outcomes of NP and physician care in relation to temporary disability certification to determine the value of this additional physician evaluation in this early injury stage and early in the temporary disability process.
Case closure of cases without subjective and objective permanent disability has been one of the "gray areas" in NP practice and the WC system. If an NP primarily delivered the care, did the injured worker, in fact, receive "medical care," as provided by the WC benefit? If an NP was involved in the care, is this an open area of risk and potential liability for the employer?
These questions reflect the lack of knowledge by insurance carriers, attorneys, and policy makers about the team approach to care delivery; these individuals may not JUNE 2002, VOL. 50, NO.6 fully understand the advanced practice nursing role and collaborative relationships established with physician colleagues. Occupational health nurses need to do a better job of educating policy makers about the independent and collaborative contributions of occupational health nurses to the recognition, prevention, and treatment of occupational injury and illness. Likewise, policy makers need to value and reduce regulatory barriers for licensed health care providers who are operating within their scope of practice and meeting a service need.
The results of this survey indicate the majority of case closures are handled by the NP (62.5%, n = 20), completing reports with or without the signature of the treating physician (see Table 5 ). In 25% of the cases, the treating physician clinically evaluated the injured worker. Despite this being a potential area of liability, community practice demonstrates if there are no subjective or objective signs of permanent disability, and no need for future medical care, NPs are closing these cases without personal examination or evaluation by the treating physician. Furthermore, the survey reflects that NPs are not currently performing permanent disability evaluations. If the client has evidence of permanent disability, NPs refer these clients to the treating physician. The permanent disability determination is often a litigated process in California, often requiring an evaluation by a qualified medical examiner if contested by either the employer or the injured worker. Further research is needed to examine the team aspects of injury and illness care, and evaluating service delivery by a full range of licensed and qualified providers in the occupational health arena.
Perceived barriers to care need further research as well. The success data in Table 7 reflect mean responses ranging from neutral to agree. Successful collaboration between onsite occupational health nurses, offsite health care providers, labor representatives, claims adjusters, and attorneys is important to ensure the fair application of the WC benefit.
The majority of WC cases involve only medical care and none to very limited indemnity costs. Whether the NP or physician provides the care is often not at issue. Where the provider role may become an issue is when a case becomes protracted or litigated, and who provides the care becomes part of the defense strategy. The quality of the care is often not an issue. A small percent of cases do go awry, and many states have independent medical evaluations to sort out these complex cases.
Further research is needed to evaluate whether a team approach to care prevents delayed recovery and more timely return to maximum function. As for secondary and tertiary prevention, there is a current schism in the regulatory and reimbursement systems between the medical treatment system and the health interventions needed, which are often team based, to successfully return the injured worker to meaningful work.
The rules and regulations must be evaluated to ensure they do not unnecessarily restrict providers who are safely practicing within their licensed scope of practice, and making meaningful contributions to the prevention, recognition, and treatment of occupational injury and illness. Injured workers need full access to a wide range of qualified providers.
This survey also assessed NP involvement in selected outcome measures. Of this educated sample, 34.4% did not know if the NP reimbursement modifier was used in WC billing in their settings. Fewer than half of the treating NPs in this survey were currently measuring cost and employee-employer satisfaction outcomes. Only 12.5% had marketing materials related to the NP role. A critical need exists for nursing outcomes research and program evaluation to document the process and outcomes of care and associated value of occupational health nursing and NPs in the WC system.
One way to measure the aggregate impact of NP practice in WC care is through the WC insurance carrier industry. In California, with the NP reimbursement modifier, it may be possible to examine NP care more closely. However, examining just this cost data may be misleading.
The NPs provide additional services beyond injury diagnosis and treatment, including education, counseling, and coaching related to prevention, successful return to transitional work, education about treatment and function interventions, and "quick fixes" for workplace modifications. Therefore, NPs may see injured workers more frequently after an injury, and hence have higher health care costs. These data need to be linked with indemnity costs.
It is anticipated there will be total case savings, with lower temporary disability costs because of coaching and counseling for a successful return to transitional work. In this survey, 62.5% of the participants report being self insured for WC, and are most likely not using the NP modifier used in traditional WC billing. This indicates a need for a universal occupational health nurse language to capture the nursing profession's sensitive outcomes of care across settings and to assure that the whole process of occupational health nurse care is included.
Are occupational health nurses capturing the contributions of both onsite and offsite occupational health nursing roles, in the areas of clinical care, education, counseling, administrative, and case management? How are occupational health nurses defining cost savings related to lost time reductions? Are occupational health nurses measuring the impact of coaching a supervisor to discuss acceptable transitional work? What and when is the best use of physician consultants in the temporary disability process? Another area of future research is to determine how certification impacts the creative strategies to maintain and expand the scope of practice in occupational health nursing.
CONCLUSION
These survey results reflect the diversity of NP practice, specifically in the administrative functions, in the delivery ofWC care to injured workers in California. One surprising finding was the large percent of this sample that did not have standardized procedures discussing the NP role and administrative functions (72%, n = 23). To safely practice as an NP in the California WC system, and until rules and regulations are changed to reflect community practice, standardized procedures are recom-270 mended. These procedures need to cover the administrative functions in the WC system, and specify the NP relationship to the primary treating physician in certain areas.
Examples of these areas include performing initial injury evaluation, cosigning the DFR, certifying temporary disability up to a specified number of days before a re-evaluation by the physician, determining how case closure is managed, and determining how permanent disability evaluations are performed. For those tracking costs of care through the NP reimbursement modifier, it is highly recommended to link these data with indemnity costs and case management strategies. The goal is to validate the role of the NP in the care of injured workers, to make this contribution visible to policy makers and the occupational health and safety community, and to provide injured workers with full access to qualified occupational health professionals practicing within their licensed scope of practice.
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